Pancreatic cancer commonly metastasizes to the liver, lungs, stomach, bone, and bowel, but rarely does it spread to the bladder. We describe a case of a 66-year-old woman with diabetes mellitus who presented with abnormal liver function laboratory tests, abdominal discomfort, unintentional weight loss, and no urinary symptoms. Abdominal CT revealed a pancreatic and bladder mass. Pathology of the bladder mass confirmed metastatic adenocarcinoma of pancreaticobiliary origin. To our knowledge, this is only the third case of metastatic pancreatic cancer spreading to the bladder since 1953.
INTRODUCTION
Pancreatic cancer accounts for approximately 3% of all cancers in the United States, and it is estimated to be the third highest cause of cancer-related deaths in the United States in 2017. 1, 2 Pancreatic cancer is often found at an advanced stage, and the 5-year survival rate is <4%. 3 It commonly metastasizes to liver, lungs, stomach, bone, or bowel, but it is extremely rare for pancreatic cancer to spread to the bladder. The literature contains only 2 previously reported cases of metastatic pancreatic cancer involving the bladder; both cases presented with new-onset hematuria.
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CASE REPORT
A 66-year-old woman with diabetes mellitus and basal cell carcinoma presented with intermittent nausea, lower abdominal discomfort, and unintentional weight loss for 2 months. Routine outpatient laboratory tests performed by her primary care physician 2 weeks prior to presentation revealed elevated alkaline phosphatase (ALP) 999 U/L, aspartate aminotransferase (AST) 95 U/L, and alanine aminotransferase (ALT) 140 U/L. Family history was significant for colon, lung, breast, and esophageal cancer. The patient had no history of tobacco use.
Initial laboratory tests in the hospital confirmed an abnormal hepatic panel, with ALP 403 U/L, AST 41 U/L, ALT 66 U/L, total bilirubin 1.3 mg/dL, and direct bilirubin 0.7 mg/dL. Abdominal computed tomography (CT) showed a poorly defined mass at the head of the pancreas with moderate to severe intrahepatic biliary ductal dilation. In addition, the CT showed a mass (2 Â 2 cm) in the dome of the bladder and evidence of omental disease ( Figure 1 ). The patient's CA 19-9 level was elevated at 48.5 U/mL, and her carcinoembryonic antigen level was normal. Endoscopic ultrasound (EUS) revealed a poorly defined irregular mass in the pancreatic body ( Figure 2) ; fine-needle aspiration (FNA) of the pancreas with 9 passes identified glandular cells with atypia. Urinalysis was normal, notably without red blood cells. A sample of the bladder mass was obtained via transurethral resection of the bladder tumor (TURBT), and initial pathology was interpreted as invasive adenocarcinoma with questionable metastasis. up, the patient was started on FOLFIRINOX, a chemotherapy regimen consisting of 4 therapeutic agents for metastatic pancreatic cancer.
DISCUSSION
Pancreatic cancer has an annual incidence of approximately 12.5 cases per 100,000 people. 6 It is more common in men than in women, and with increasing age. Although the exact causes of pancreatic cancer remain unknown, tobacco use has been shown to increase the risk of developing pancreatic cancer. The risk of pancreatic cancer is 2.5-3.6 times greater in smokers than in nonsmokers, and the overall 5-year survival rate among patients with pancreatic cancer is <4%. 3, 7 The most common symptoms of pancreatic cancer include jaundice, weight loss, and epigastric pain.
CA 19-9 is a common tumor marker that has been studied to diagnose pancreatic cancer. According to a study in 2006, the sensitivity and specificity of CA 19-9 are 80.8% and 89.1%, respectively, ranging from 70-92% and 68-92%, respectively. 8 Our patient had a minimally elevated CA 19-9 level, which can be seen in benign pathology as well, such as in acute cholangitis and cirrhosis. Other malignancies that can express CA 19-9 include cholangiocarcinoma, hepatocellular carcinoma, and gastric, ovarian, and colorectal cancers.
Metastasis from the pancreas to the bladder is exceedingly rare; this is only the third reported case since 1953. The bladder is not a common site for metastasis of cancer, and when it does occur, the primary cancer is usually from elsewhere in the genitourinary tract or from a colorectal malignancy. There have been 2 case reports of hematuria and urinary blood clots as the presenting symptom of metastatic pancreatic cancer to the bladder, but this requires mucosal ulceration of the bladder wall. 9 Our patient did not have any urinary symptoms, and her urinalysis was negative for microscopic hematuria. The diagnosis of pancreatic cancer necessitates histological confirmation. EUS with FNA has a sensitivity and specificity of 89% and 96%, respectively. 10 Even though the EUS with FNA is regarded as the best modality to obtain a sample of pancreatic tissue, the FNA in this case revealed only atypical cells, resulting in a diagnostic challenge in determining the primary source of the malignancy.
The definitive diagnosis of metastatic pancreatic cancer to the bladder was not established until the pathology of the bladder tumor confirmed pancreatic adenocarcinoma. Our case highlights the importance of considering metastases when distinct masses are found in various organs. It is imperative to distinguish the primary malignancy in such patients as it may change management and treatment options. 
